New Jersey Department of Health and Senior Services
Division of Aging and Community Services

Home and Community-Based Programs

PLAN OF CARE

1. Participant Name

2. JACC/Medicaid No.

3. Case Manager Name/No.:

4. Consumer Directed: 5. Care Plan Date 6. Re-Assessment Due: 7. Program:
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Participant Name Signature Date CM Supervisor Name and Title Signature Date
CM Name and Title Signature Date Other Name (Specify): Signature Date
N(-_;ed Codes: (Item 9) b. Shoppi_ng Desired Goal Code: (item 12) A - Annually _ 5. Other Public Funding o
Client Unable to: c. Managing Money 1. Maintenance O - Other (Specify): 6. JACC Monitoring Frequency: (Item 20)
1. Perform ADL . d. Houseyvork _ 2. Independence Provider Type: (ltem 15) 7. Informal Support D - Dalily
ADLs: (use with Need Code #1) e. Arranging Appointments AT : ; 8. Formal Support - Fee W - Weekly
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a. Bathing/personal hygiene f. Laundry : p 9. Formal Support - No Fee B - Biweekly
. ) S 4. Prevention F/P- Facility/Program i
b. Dressing g. Taking Medication 5. Resolved | - Informal Support 10. Other: M - Monthly
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Home and Community Based Programs
PLAN OF CARE (Continued)

Participant Name

2. JACC/Medicaid No.

Reason Need Unmet 23:
1. Not available
2.  Not affordable
3. Waiting list

Need Code 9

4. Frequency not adequate

Refused

ou

Other (Specify) - Expound on reason if necessary

24. Special Notes or Comments
(Include the date and initial each entry)

LONG TERM CARE ASSESSMENT

25. Health Status:

26. Social Support Network:

27. Physical Environment:

Completions of sections 25-27 certifies that | have reviewed the New Jersey EASE Comprehensive Assessment Instrument on the above recipient, and nursing facility services, as defined by the New Jersey Medicaid

regulations, continue to be required.

Care Manager Name and Title

Case Management Supervisor Name and Title

Care Manager Signature

Date

Case Management Supervisor

Date
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